
                                         
TREATMENT AND COMMUNICATION CONSENT FORM 

 
I______________________________________, do hereby voluntarily consent to care and 
treatment by MindHope of Oviedo.  I acknowledge that no guarantees have been made as to 
the result of evaluation or treatment.  I also understand that some medication might cause 
adverse reactions or side effects.  My provider will not be liable for any such untoward short or 
long-term effects (adverse effects/ Side effects etc).   
 
I am aware that I am an active participant in the treatment/counseling process and that I share 
responsibility for my treatment.  I hereby authorize the Providers (physicians/therapists/nurses 
assigned), to provide psychiatric/psychological care which includes Psychotropics (Medications: 
oral/injections etc).   
 
It is my sole responsibility to maintain compliance or to take the necessary steps to remain 
complaint.  I understand this treatment contract can be terminated any time from either party 
for any reason.  I understand that my initial visit will be an initial evaluation only, which does 
not guarantee the continuation of care at MindHope of Oviedo.   
 
I also understand that MindHope staff is not obligated to receive or return any phone call after 
hours.  In the event of an emergency It is imperative that I  or someone next to me call 911 
immediately.   
 
I authorized MindHope of Oviedo Psychiatric team to call my cell or home phone number to 
leave messages of appointment reminders or any other messages that do not include any 
personal information. For messages that need to disclose personal information I authorize 
MindHope Team to communicate with me via phone or email in regards to my care.  In case of 
a Guardian or Caregiver, we need related supportive documents. 
 
By Signing this document, I agree to consent Treatment and ways of Communication. 

 

__________________________________                                                  _________     
Patient/Guardian Signature                                                                                                        Date    
 
________________________________________                      ____________________________ 
Patient/Guardian Print Name                                                                            Witness   
 
 

 



                                         

 
Consent for Electronic Prescribing 

 
 

 
Name: _______________________________ DOB:   _______________ last 4 digits SSN  _____ 
 
 
 
MindHope of Oviedo is enrolled in an electronic prescribing program. This program is meant to 
help our providers with understanding what medications our patients are currently using and to 
give them the best possible treatment. 
 
By signing this form, you consent to MindHope of Oviedo retrieving electronic prescribing 
information.  
 
This consent will only be valid for one year.  A new consent will be required every year. 
 
I agree that MindHope of Oviedo may request and use my prescribing medication history from 
other healthcare providers 
 
___________________________________________                                Date:_______ 
Print name of patient (or authorized representative)  
 
___________________________________________                               Date:_______ 
Signature of patient (or authorized representative)  
 
______________________________________________________________________________ 
Reason patient is unable to sign and representative's relationship to patient or authority to sign 
on behalf of patient. 
 
Benefits of Electronic Prescribing 
E-Prescribing eliminates handwriting errors/illegibility and gives both physicians and 
pharmacists access to a patient’s prescription history to reduce the chance of the wrong drug 
being dispensed.   


